Introduction
Rural hospitals account for almost half of all short-stay nonfederal hospitals in the United States.' They facilitate access to basic medical services in geographically isolated areas. Equally important is their role of providing emergency care, particularly for cases of accidental injury,2 to residents who would otherwise experience long delays in traveling to distant facilities. The finding that 10% of the nation's rural hospitals have closed during the past decade has therefore been the subject of considerable concern. 3 One cause of rural hospital closures has been an increasing centralization of medical services into urban hospitals. This phenomenon is accelerated by assertions that small rural facilities deliver care of inferior quality.4,5 Rural residents may be acting on this belief when deciding to seek elective care in large urban hospitals.6,7 Because diminished use undermines the fiscal viability of any hospital, assertions of low-quality care in rural hospitals may threaten their ability to survive. Unfortunately, this area has been inadequately studied. 
Selection ofStudy Population
All patients undergoing operations in Washington State hospitals after January 31, 1987, were eligible for inclusion in the analysis. Patients with previous admissions were excluded from study. Additionally, study patients had to be discharged (after surgery) on or before November 15, 1988, to be eligible. This end date allowed for all subsequent admissions within 30 days to be captured, provided they were less than 2 weeks in duration.
The analysis was restricted to patients with one of four ICD-9 primary operative procedure codes: appendectomy (47.0), cesarean section (74.1), cholecystectomy (51.22), or transurethral prostatectomy (60.2).13 The analysis was further restricted to patients whose discharge was assigned one of the diagnosis-related groups (DRGs) listed in Table 1 . This eliminated patients for whom the procedure was a relatively insignificant portion of hospitalization (e.g., a patient undergoing induction chemotherapy for leukemia who requires an appendectomy). This restriction eliminated 2.6% of the appendectomy patients, 0.2% of the cesarean section patients, 3.4% of the cholecystectomy patients, and 9.4% of the prostatectomy patients. No detectable rural--urban differences in in-hospital mortality were found for patients in these DRGs. The 60 patients who died within the hospitalization during which they were operated on (6 at rural hospitals, 54 at urban hospitals) were excluded from further analysis. Of the four surgical procedures analyzed here, 14% were performed in rural hospitals.
The most common 7-day readmission diagnoses following each surgery are listed in Table 2 
in urban hospitals. Yet, removing rural residents whose surgery was performed in urban hospitals had a minimal effect on the analysis. A second possibility is that urban hospitals serve a more disadvantaged population than do rural hospitals. Inner-city patients may be discharged to a more hostile home environment, making readmission more likely. However, eliminating all Medicaid, self-pay, and charity patients (the CHARS data contain no information on patient race, income, or education) from the patient population studied or controlling for factors such as age, payor type, and comorbid conditions also had minimal effect. To the extent case mix can be imputed from the discharge database, these analyses suggest that it is not an important confounder in this study.
Finally, it is possible that our findings reflect differences in patient or provider behavior, obscuring real quality differences. Rural , ' ' " ' """"""""""" "..,.","","",""""'"""'""''"""", .::.,.,.:-,.,.,.,-,.,...., ''en ... 
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